ABSTRACr Although the incidence of superficial glandular tuberculosis is high in Asian immigrants, a clinical diagnosis without biopsy has previously been shown to be inaccurate in 22% of cases. The role of diagnostic mediastinoscopy and biopsy in thoracic lymphadenopathy was therefore evaluated in 41 consecutive Asian patients. Tuberculosis was diagnosed by histological examination or culture (or both) of gland biopsy material in 24 (59%). A further 12 patients, however, also received antituberculous chemotherapy, with a response in 10 cases. If these are included, 34 (83%) were finally considered to have tuberculosis. The symptoms and ages of the patients with tuberculosis were similar to those typically seen in caucasians with sarcoidosis. Six had tuberculous bilateral hilar lymphadenopathy. In only four cases (10%) was a positive diagnosis other than tuberculosis established; in two (lymphoma and thymoma) mediastinoscopy confirmed preoperative suspicions, and saved only two more (with sarcoidosis and vascular anomaly) from unnecessary antituberculous treatment. Complications included severe haemorrhage (1) and chronic tuberculous sinus in the endoscopy tract (2) . Mediastinoscopy is unlikely to change management in most patients, produces an appreciable amount of morbidity, and should be reserved for cases in which there is additional clinical doubt. Any future decline in the prevalence of tuberculosis in Asians may, however, require its further evaluation. In an attempt to quantify the response to antituberculous chemotherapy, where this was given, serial measurements of gland diameter were made from all available posteroanterior chest radiographs by two of us (PRF and DAJ). Patients were classified as responders if either the chest radiograph had returned to normal or there was at least 50% reduction in gland diameter and no relapse after completion of treatment.
Results
Cough was the most common presenting symptom, occurring in 68% of cases, with weight loss in 51% and fever or sweats in 46%. An enlarged liver or spleen was found in 12%, all of whom had tuberculosis as the final diagnosis.
Biopsy material was obtained from 39 patients. In one of the remaining two patients no lymph nodes were found, and in the other, a 44 year old man, a thymoma was visualised but no biopsy specimen was taken. Results of mediastinoscopy are summarised in table 2.
Tuberculosis was confirmed by histological examination or culture (or both) in 24 patients Thoracic lymphadenopathy in Asians resident in the United Kingdom confirmed tuberculosis. Two patients, also with tuberculosis, developed chronic sinuses in the mediastinoscopy tract, which discharged for four and 10 weeks despite appropriate chemotherapy. Pain requiring analgesia longer than 24 hours after operation was present in 20% of patients and the average length of stay for mediastinoscopy was 4 5 days.
The median length of antituberculous chemotherapy was 12 months (range 9-24 months); variations can be ascribed to the practice of individual physicians and, in one case (where biopsy had been performed after treatment had started), to doubts about compliance. All 36 patients treated for tuberculosis received isoniazid and rifampicin. For the first two months 34 patients also received ethambutol and two received streptomycin.
In the group classified as responders to antituberculous treatment, the median duration of treatment up to the last recorded abnormal chest radiograph was 4-4 months (and up to the first radiograph considered normal 8-2 months). In only one patient, who had culture positive tuberculosis, was regression in gland size still seen after nine months of treatment and in no series of radiographs was there evidence of further gland enlargement after the start of treatment.
Discussion
The diagnosis of thoracic gland enlargement can be difficult and often based on probabilities.4 Bilateral hilar lymphadenopathy in caucasians is usually due to sarcoidosis (74%), lymphoma accounting for only 20% of cases and tuberculosis being uncommon.5 In our series of Asian patients, who were unselected by final diagnosis, tuberculosis was confirmed by either histological examination or culture of biopsy material in 59%. If those whose biopsy gave a negative result but who nevertheless received antituberculous chemotherapy and had regression of glands are included, the overall incidence of tuberculosis was 83%.
The clinical symptoms in the tuberculosis group were similar to those reported in sarcoidosis,5 but affected a higher percentage of patients. Most, however, had remained relatively well, the common presenting symptoms being cough, minor degrees of weight loss, and fever. Radiological findings also overlap. Bilateral tracheobronchial glands were seen in 32% and in particular bilateral hilar lymphadenopathy occurred in 18% of patients with tuberculosis; thus it is not a rarity as has been previously suggested. 6 Mediastinoscopy is an established method of diagnosing tuberculous thoracic lymphadenitis, discussed in several reports7-0; but these have not prospectively evaluated its use in Asians, in whom the incidence of tuberculosis is high. In our series mediastinoscopy successfully diagnosed only 71 % of cases finally considered to have been tuberculous and one sixth of these positive results were from cultures available only after necessary decisions about treatment had been taken.
Four patients (10%) had diagnoses other than tuberculosis made as a result of mediastinoscopy. The patient with lymphoma was the youngest (age 14) , had been particularly ill, and had a negative reaction to the tuberculin test. Glandular tuberculosis is commonest in early middle age and a clinical diagnosis in the young or elderly should be made with caution. The patient with a thymoma also was tuberculin negative. Thus in these two cases there were grounds to suspect a diagnosis other than tuberculosis. In contrast, the two with sarcoidosis and vascular anomaly both had positive reactions to the Heaf test and if mediastinoscopy had not been performed they would have been treated inappropriately as having tuberculosis. Nevertheless, apart from possible drug toxicity, the eventual outcome probably would have been no different.
The major adverse effects of mediastinoscopy, haemorrhage and chronic sinus formation, occurred only in the patients with tuberculosis. Haemorrhage occurs in 0-5%"' to 1 8%'2 of all mediastinoscopies in thoracic units but a higher incidence is likely if a diagnostic biopsy is attempted at every procedure as in our patients. Implantation of tumour very occasionally follows mediastinoscopy'3 but there is no report of tuberculous sinuses in several large reviews.'114 15 In our two patients there was no delay in starting treatment but both had extensive mediastinal disease and one, who had associated pericarditis, also received steroids, which may have delayed wound healing. The occurrence is perhaps not unexpected as scar breakdown and sinus formation may follow up to 10% of operations on superficial tuberculous glands despite appropriate chemotherapy. '6 We conclude that obtaining tissue from enlarged thoracic glands is unlikely to change the management of most Asians, causes infrequent but important complications, and is unnecessary as a routine. To provide criteria for performing diagnostic mediastinoscopy it is suggested that patients should (1) be young, (2) have a negative tuberculin test reaction, (3) have atypical clinical or haematological features, or (4) have further gland enlargement after commencement of treatment. Such an approach would have limited mediastinoscopy to 12% and led to unnecessary treatment in only 5 % of our patients.
Most glandular tuberculosis in immigrants occurs within five years of arrival in Britain. '7 18 As the last
